Introduction {#sec1}
============

Teratomas are germ cell tumors, derived from all of the three primitive layers of the embryo. Teratomas produce tissues foreign to the site from which they arise; their most frequent location of occurrence is in the ovaries but may also be found at other sites, rarely, they may occur in the urinary bladder.[@bib1]

Mature teratoma is a benign tumor that usually occurs between the ages of ten to thirty, and rarely occurs in the postmenopausal age group; they demonstrate well-differentiated tissue such as sebaceous glands, hair and teeth; however immature teratomas are malignant. Their presentation is primarily unilateral and asymptomatic until they grow to a significant size or cause complications.

They are usually found incidentally, during clinical examination, imaging studies, or abdominal operations performed for a non-related indication. When symptoms present, they vary according to the occupying organ, which may include: abdominal pain, swelling, and abnormal organ function. When they arise from the bladder, symptoms range from irritative lower urinary tract symptoms, up to urinary retention.[@bib2]

Here, we present a case of a mature teratoma of the urinary bladder in a 27-year old woman, which was mimicking a lower ureteric stone.

Case report {#sec2}
===========

A 27-year old woman presented with a 4 month history of dysuria and irritative lower urinary tract symptoms: frequency, nocturia, urgency, and urge incontinence. She denied symptoms of hematuria or loin pain. There was no relevant past medical history of ovulation induction, nor any family history of ovarian or breast malignancies.

No remarkable findings were seen on physical examination, except for a pfannenstiel incision scar, correlating with a surgical history of a lower segment caesarian section 1 year ago. Urinalysis and urine culture were within normal limits, as well as all other routine laboratory work up.

Past medical history revealed a similar attack 4 months ago; the patient sought medical attention at an outside institution. There, a Kidney, Ureters and Bladder X-Ray (KUB) was obtained, which showed a 1 cm radio-opaque shadow just above the anatomical site of the right uretero-vesical junction ([Fig. 1](#fig1){ref-type="fig"}). Ultrasonography of the abdomen showed no evidence of hydronephrosis or any other abnormality. Thus, she was diagnosed with a right lower ureteric stone and prescribed medical expulsive therapy (MET) in form of an alpha blocker.Figure 1KUB showing a radiopaque 1 cm lesion in right uretero-vesical junction area.Figure 1

Upon consultation, we ordered a non-contrast helical CT, which confirmed the established diagnosis ([Fig. 2](#fig2){ref-type="fig"}). The somewhat anterolateral location of the calcification raised the suspicion that this may represent a calculus in an ureterocele; suggesting the reason for failed MET. Subsequently we offered the patient ureteroscopic lithotripsy indicated by previously failed medical therapy.Figure 2Axial non contrast CT showing the radiopaque content of the teratoma (tooth).Figure 2

The right ureteric orifice was identified and guide wire introduced, under fluoroscopic guidance followed by ureteroscopy revealing absence of the presumed stone while the radiopaque shadow did not change its place. Surprisingly, a preliminary diagnostic cystoscopy revealed a 2 cm rounded, whitish lesion, arising from the right lateral wall of the bladder with a stalk like base and covered by sparse hairs in the same place of the radio-opaque shadow on fluoroscopy. An incomplete transurethral resection of the lesion was performed, and histological examination correlated with the clinical picture of mature teratoma.

Two weeks later, after a CT urogram the patient underwent a partial cystectomy, the mass was excised with a 1 cm safety margin, a right oophorectomy was performed for an indurated cystic ovary connected to the mass by a stalk. No pelvic lymph node enlargement was evident. No other abnormalities were detected on visual examination of all the other intra-abdominal organs. The patient\'s recovery was uneventful, and she was discharged 3 days later while an indwelling urethral catheter was left to be removed on the 7th POD. A follow up cystoscopy 6 months later was unremarkable and she currently remains symptom free for 14 months.

Gross examination of the resected lesion revealed a single, sessile, pedunculated, whitish-colored mass, measuring about 2 by 2 cm arising from the right lateral wall of the bladder, covered with a tuft of hair. The rest of the bladder specimen was normal. Histological examination revealed a cyst, lined by keratinized stratified squamous epithelium with focal ulceration, overlying a florid granulomatous inflammatory reaction identified as tooth. Hair follicles and scattered sebaceous glands were also observed throughout the lesion ([Fig. 3](#fig3){ref-type="fig"}). No gross or histological abnormalities were detected on pathological examination of the resected ovary.Figure 3Stratified squamous epithelium, hair follicle, sweat and sebaceous gland.Figure 3

Discussion {#sec3}
==========

Mature cystic ovarian teratoma is the most common germ cell tumor, it is found predominantly in young women, and presents at a median age of 30 years. At a slow growing rate, averaging 1.8 mm each year, it can go unnoticed for a long time. Mature cystic teratomas require removal and can be treated by a simple cystectomy.

Uncomplicated dermoid cysts are often asymptomatic, dependent on their size, as well as the occupied organ. Reported complications include ovarian torsion (16%), rupture (1--4%), malignant transformation (1--2%), infection (1%), invasion into adjacent viscera and autoimmune hemolytic anemia (\<1%).[@bib3]

Most mature cystic teratomas can be diagnosed by Ultrasonography (US). However, numerous pitfalls have been described in this diagnostic modality; this is complicated by the fact that these tumors may have a variety of appearances. In a prospective study, Mais et al reported a sensitivity of 58% and, specificity of 99% in diagnosing a mature cystic teratoma by US.[@bib4]

A review of the literature revealed numerous case reports of urinary bladder teratomas, with diameters ranging between 5 and 12 cm.[@bib5] The teratoma reported here, measured 2 cm, making detection by ultrasound more difficult. To our knowledge, this is the first report of a teratoma masquerading as a ureteral calculus.

The diagnosis of mature cystic teratoma by Computed Tomography (CT) and Magnetic Resonance (MR) imaging is fairly straightforward, because these modalities are more sensitive in the detection of fat On CT imaging, fat attenuation within a cyst, with or without calcification of the wall, is a diagnostic feature of mature cystic teratoma.

Although Adipose tissue is present in 67--75% of cases of mature teratoma, and teeth are seen in 31%, the classic imaging characteristics of fat attenuation were not appreciated on our non-contrast CT images even when we retrospectively reviewed it.

Conclusion {#sec4}
==========

A small bladder teratoma located in proximity to the ureteric orifice could, clinically and radiologically, mimic the presentation of a lower ureteric stone.
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